Abstract Successful integration of behavioral health and primary care services is informed by perceptions of its usefulness to the consumer. An examination of provider, staff and patient perceptions was conducted across five integrated care sites in order to describe and examine perceptions and level of satisfaction with integrated care. A quantitative study was conducted with data collected through surveys administered to 51 patients, 27 support staff, and 11 providers in integrated care settings. Survey responses revealed high levels of satisfaction with integration of primary and behavioral health services. Integrated care can be enhanced by addressing provider competency and confidence concerns through continued education, increased collaboration and utilization of diagnostic tools. This analysis provides evidence to support that successful integration increases access to mental healthcare, which is instrumental in reduction of the mental health treatment gap by scaling up services for mental and substance use disorders among individuals with chronic medical conditions.
Introduction
Approximately one fourth of adults in the United States have some form of mental illness, and nearly half will develop at least one mental illness during their lifetime (Kessler et al. 2005) . Mental illness is a significant community and public health burden, both in its own right and because the condition is associated with other chronic diseases such as Hypertension and Diabetes Mellitus; and their resulting morbidity and mortality (Reeves et al. 2011) . Almost 20 years ago, the Institute of Medicine (IOM) declared primary care and behavioral health to be inseparable (National Research Council 1996) . The 16th US Surgeon General, indicated that due to the decentralized and complex nature of mental health care, improvements must rely on partnerships between primary care providers and mental health centers to ensure coordinated treatment (Satcher and Druss 2010) . The Agency for Health care Research Quality (AHRQ) (Croghan and Brown 2010) and other state and federal agencies have also advocated for integrating delivery of physical and behavioral health services as a way to improve the quality of patient care. Evidence from randomized controlled trials demonstrates that integrated care improves process of care (Katon et al. 2004) and clinical outcomes for patients with common medical and behavioral conditions (e.g., diabetes, depression, and anxiety), (Unutzer et al. 2002) including patients' overall quality of life. Furthermore, AHRQ reported on an extensive analysis of studies regarding various forms of integrated behavioral and primary health care services (Butler et al. 2008 ) and tried to measure improvement in client outcomes. This report concluded that in general, the integration of mental health, substance abuse, and primary care has a positive effect on client outcomes (Butler et al. 2008 ). Now, with the implementation of the Affordable Care Act (ACA), integration of mental health and substance use disorder services with primary care services is projected to be a focus of the healthcare delivery system. This is because the ACA requires a set of comprehensive essential health benefits, establishes ''health homes'' wherein states can receive Medicaid support for providing integrated health services, and encourages multidisciplinary teams. The ACA also has established the Innovation Center to look at possible new funding mechanisms to pay for integrated care which is crucial to the successful implementation of integrated care. While the ACA is expected to accelerate the movement toward integration of care (Buck 2011) , little is known about the perceptions of patients, staff, and providers who are involved in both integration of behavioral health services in primary health settings, and integration of primary health services into mental health settings (reverse integration).
Successful implementation of integration of primary health services in behavioral health settings or vice versa depends on the integrated efforts of various types of staff, such as mental health/substance use disorder staff, support staff, and primary care providers (Urada et al. 2012) . Patients' perceptions and level of satisfaction also, is a key factor in the successful implementation of integration. Staff members' and patients' perceptions of and satisfaction with integration of care are therefore important measures of progress towards integration. However, there are limited studies (Levine et al. 2005; Unutzer et al. 2002) that have looked at perceptions and levels of satisfaction with integrated care services holistically, i.e. assessed patients, and considered both integration and reverse integration settings. We aimed to: (1) describe providers', staff, and patients' perceptions and level of satisfaction with integrated behavioral health services; (2) examine providers', staff, and patients' perceptions and level of satisfaction with primary and behavioral health integration, and/or reverse integration.
Methods
The Satcher Health Leadership Institute (SHLI), through a partnership with Kaiser Permanente implemented an Integrated Care Practice Change and Quality Improvement initiative (ICPCQI). Through a competitive request for proposal process, five integrated care community health centers were selected to participate in the SHLI-ICPCQI by a peer review team. By definition, integrated care involved behavioral health working within and as part of primary care. These community health centers included two behavioral health centers (reverse integrated care centers), i.e., Cobb County Community Service Board (The Circle) and McIntosh Trail Community Service Board, and three primary health centers, i.e., Saint Joseph's Mercy Care Services, Asa G. Yancey Family Practice Center, and North Fulton Service Center.
A Community of Practice (CoP) for the ICPCQI was formed by the five integrated care community health centers and the SHLI to engage in collective shared learning with a common interest and commitment to improve health outcomes of their patients with both medical and behavioral health problems using an integrated care practice model. These five community health centers shared, learned and implemented changes in their health centers to transform their practice to be more integrated. All aspects of this study were approved by the Morehouse School of Medicine Institutional Review Board.
Description of Integrated Care Practice Change and Quality Improvement Initiative
Primary Healthcare Sites-Integration Saint Joseph's Mercy Care Services Saint Joseph's Mercy Care Services (SJMCS) is a Federally Qualified Health Center (FQHC) which provides primary health services to the homeless and underserved in metro Atlanta through a combination of fixed and mobile clinic sites. SJMCS' primary service area is comprised of Fulton and DeKalb counties which includes the city of Atlanta.
SJMCS serves approximately 11,856 homeless and underserved patients yearly. Medical services and behavioral health services were provided within the clinics by a team of primary care physicians, nurses, behavioral health clinicians, and embedded psychiatrist. Patients with medical needs who had behavioral health complaints were referred to the co-located psychiatrist or behavioral health clinician (see Table 1 ). In addition, the SHLI implemented the ICPCQI through a series of five eight-week group psychoeducational sessions held for patients with hypertension and depression over the 12-month grant period. The expected outcomes included: Increased mental health screening rates; increased satisfaction rate with the overall improvement project among participants; increased knowledge of integrated care among providers trained using the SHLI Integrated Care Curriculum; improved health outcomes among patients with hypertension and co-occurring depression and; increased adherence to their prescribed treatment regimen.
Asa G. Yancey Family Practice Center Asa G. Yancey Family Practice Center (AGY) serves approximately 18,000 patients per year, majority of who are underserved. AGY has a mission to improve the health of the community by providing quality, comprehensive primary and preventive healthcare in a compassionate, culturally competent, ethical and fiscally responsible manner. As an integrated site, AGY used a co-location model of care in the delivery of medical and behavioral health services. Medical and behavioral health services were coordinated by family physicians, internists, nurses, and an on-site embedded psychiatrist (see Table 1 ). The psychiatrist held weekly didactic sessions on common mental health and substance use disorder topics (depression, anxiety, and bipolar disorder) with the physicians. There also were regular on-site consultations between the psychiatrist and medical providers to increase the skills of both groups. AGY obtained and implemented a computerized kiosk for the screening and assessment of all patients for Depression, Post Traumatic Stress Disorder, Bipolar Disorder, Psychosis, and Substance Abuse. The expected outcomes included: increased rate of clinic screening for targeted mental health conditions; improved quality of depression care as a result of automated symptom severity assessment; improved rates of referrals to internal and external mental health treatment; and improve health outcomes of those under treatment.
The North Fulton Health Service Center The North Fulton Health Service Center (NFHSC) provides integrated social and primary health care services to a largely Table 1 ). Patients that presented to NFHSC with a diagnosis of Diabetes, Hypertension and/or Obesity were screened for depression using the PHQ-9 Screening Questionnaire. Those that screened positive were offered the group sessions with the psychologist and of those that consent, a referral was generated. The target population was those individuals who present at the emergency department with congestive heart disease and screen positive for depression. This initiative provided health homes which include primary care services, behavioral health interventions, comprehensive care management and care coordination, transitional care from inpatient to the primary care setting and follow up. The behavioral health consultant (BHC) provided a comprehensive mental health evaluation. Individualized treatment plans were developed with the individuals, the BHC, and the medical staff ensured that both the medical and behavioral health needs were included in the plan. The BHC worked with the individuals to identify barriers to success and assist the individual in developing strategies to improve their overall health. Peer groups were established with the identified individuals and each also received nutrition counseling, group support, family groups, and individual therapy and linked with other community resources. The BHC also provided follow up and tracked these individuals to address adherence with the treatment plan. The expected outcomes included: improved clinical outcomes among congestive heart failure individuals co-morbid depression; increased awareness/knowledge regarding prevalence congestive heart failure with co-occurring mental health issues and; reduction in hospitalization and readmission rates. Procedure A descriptive cross-sectional study design, with a convenience sampling method was used. A total of three surveys that assessed perceptions, satisfaction, and acceptability toward integrated care services among patients, support staff, and providers were administered. E-mails were sent out in July-August 2013, approximately 2 weeks apart, to members of the CoP to introduce the surveys and request for involvement in the recruiting process at respective sites.
Provider satisfaction surveys were administered at two integrated care sites. To obtain the provider satisfaction data, an embedded psychiatrist met individually with the PCPs at one integration site to briefly describe the survey objectives and obtain verbal consent for participation. The surveys were distributed in paper form to all providers during regularly scheduled PCP meetings. The providers were not given any compensation, or required to sign an informed consent for participation. In the other site, one CoP representative facilitated the distribution of the surveys to the site's providers.
To obtain patient and support staff satisfaction data, a CoP representative administered paper forms of the survey to patients and support staff at each integration site between July and October, 2013. The patients surveyed were mainly those that directly benefited from the ICPCQI initiative. The patients were recruited to participate in the study during their group psycho-educational sessions, relaxation and wellness session, or came for their follow-up visit. The support staffs were mainly those that were involved in the ICPCQI initiative. Support staff participants were recruited by an assigned CoP representative located in their site. Administration of the surveys was preceded by brief descriptions of the survey objectives and verbal consent. The surveys were anonymous and no incentives were given.
Participants
The following groups were targeted at all five ICPCQI sites, each with their own surveys: (1) Providers (Physicians, Nurse practitioners, Psychiatrists); (2) Support staff (Medical assistants, Licensed professional counselors, Administrative assistants, Front office staff, and Medical records staff); and (3) Patients.
Only three of the five sites collected survey data. There were a total of 51 patient, 27 support staff, and 11 provider respondents. A total of 330 patients received care at four ICPCQI sites. Patients were not surveyed at one site due to logistical reasons. Of the 330 patients who were eligible to participate in the patent satisfaction survey, a response rate of 15.7 % (n = 51) was obtained. This response rate was lower than the rates seen in similar integrated care patient satisfaction surveys (Funderburk et al. 2012) .
All providers involved in the ICPCQI were eligible to complete the provider satisfaction survey. Eleven participants did so, yielding a 78.6 % response rate. This response rate closely mirrors the rates seen in a similar provider satisfaction survey (Funderburk et al. 2012) . Because of the small number of providers at our ICPCQI clinics and the need to maintain their anonymity to encourage higher response rates, demographic information was not collected from the participants.
Twenty seven support staff completed the staff satisfaction questionnaire from 3 of 5 ICPCQI sites. There were no responses from support staffs at 2 sites. It was difficult to determine the response rate among the support staff because some of the sites were in a transition phase, while some were at different levels of integration and were unsure about completing the survey.
Measures
The support staff and patient surveys were adapted from questionnaires developed by the Tides Center's Integrated Behavioral Health Project, and modified by (Urada et al. 2012) . The support staff and patient questionnaires were further modified to include demographics items. Provider satisfaction tools were adapted from the Integrating Primary Care and Mental Health Services: Final Evaluation Report on the ICARE Integration Pilot Sites (Morrissey et al. 2009 ). The provider satisfaction survey used was not modified.
Patient Satisfaction Survey
Participants answered six demographic questions (i.e., age range, gender, ethnicity, race, education level, and insurance status), and to indicate their ICPCQI site and number of clinic visits. Patients rated their level of agreement with 9 statements related to satisfaction and comfort levels with treatment and treatment settings. These questions were on a Likert scale ranging from (1) strongly disagree to (3) neither disagree nor agree to (5) strongly agree. For those participants who completed the Likert aspect of the questionnaire, Cronbach's alpha for the nine items was 0.83.
Support Staff Survey
Participants answered two demographic questions (i.e., ethnicity and race), and were asked to indicate their ICPCQI site. The following fourteen questions assessed the perceptions and satisfaction levels with integration efforts at their site. These questions were on a Likert scale ranging from (1) strongly disagree to (3) neither disagree nor agree to (5) strongly agree. For those participants who completed the Likert aspect of the questionnaire, Cronbach's alpha for the fourteen items was 0.84.
Provider Survey
Participants answered 34 Likert scale questions pertaining to the topics of treatment patterns, clinical algorithms/best practice, physical proximity, temporal proximity, communication, patient care, appropriate care processes, and provider satisfaction with integrated care.
Data Analysis
Data were entered into a Research Electronic Data Capture (REDCap) database and analysis was conducted using SAS 9.2 statistical software. The analysis was descriptive statistics, including frequencies, medians, standard deviations and ranges for the individual survey items. A bivariate analysis was performed for all patient survey participants to analyze and compare responses from integration versus reverse integration sites.
Results
Patients, support staff, and PCPs from three of the five ICPCQI sites participated in this study. Two (AGY and SJMCS) were primary care integration sites. Of the 51 patients who participated, the majorities (58.8 and 74.5 %) were black/African American and had no insurance respectively (see Table 2 ). More than 80 % of the patients had at least one clinic visit. Most (91.7 %) support staff participants were of non-Hispanic ethnicity, and predominantly minorities. Racial-ethnic, gender, and race demographic data for providers were not collected as these variables were not relevant to the study objectives.
Patient Satisfaction
A majority of the patients reported having a high level of satisfaction with the delivery of behavioral health services at their clinic site (see Table 3 ). All 51 (100 %) participants attempted all satisfaction items on the questionnaire. As shown in Table 3 , overall, participants perceived highly that they were treated the same as other people who get care at the clinic, and were comfortable receiving mental health services at their respective sites (M = 5.0). The participants also noted with high agreement that they felt they were learning the skills needed to deal with their problems (M = 5.0), and would follow through if they were referred outside their clinic for mental health care. Although at a lower median than the other patient satisfaction items, participants responded within a level of agreement (M = 4.0) when it came to preference to receive mental health services at the location where they receive medical care.
Support Staff Satisfaction
Median responses for each survey item are shown in Table 4 . The listed satisfaction items are in the same order as they appeared on the survey. Overall, majority of support staff were satisfied and comfortable with the behavioral health services being offered at the clinic site. The participants reported that behavioral health services was helpful for their patients, and noted that working with people with mental health disorders, substance use disorders, and/or other psychosocial issues has a positive impact on their practice (see Table 4 ). In terms of access and usefulness of service, the participants indicated good satisfaction (M = 4.18) with their access to behavioral health staff, and highly agreed that the behavioral health staffs provide the kinds of services they want for their patients. Participants also reported valuing integrated behavioral services, and strongly indicated they would recommend that other primary care providers integrate behavioral health services into their facilities (M = 5.0).
Provider Satisfaction
Regarding treatment patterns, more than half (54.2 %) of the participants indicated that they managed over 40 % of their patients whom they believed had clinically relevant psychiatric diagnosis without any referrals. With regards to referrals, only 9.1 % of the participants indicated that they would refer over 40 % of their patients for help to a specialty mental health provider located outside of their office. Also, less than half (46.3 %) of the participants indicated that they would refer over 40 % of their patients for help to a co-located provider mental health provider.
In terms of utilization of clinical algorithms/best practices, the participants reported a high level (81.8 %) of use of published, evidence based diagnostic tools for depression among physicians in their practice. There was a great level of variability in the participants' responses in terms of perceptions of physician's utilization of best practices in Bipolar disorder and Anxiety diagnoses. The participants strongly agreed that majority (70 %) of physicians did not use evidence based diagnostic tools when a patient presented with ADHD/ADD symptoms.
Physical and temporal proximities to behavioral health services were assessed. Over half (54.5 %) of the participants reported using a co-location integrated care model. A majority (90 %) of the respondents noted that there was adequate space in their primary care office for integrated mental health treatment that is also used for other purposes. The participants reported that it takes weeks to months between a PCP referral and a patient's first specialty mental health visit outside of the primary care practice, which contrasts with same day to few weeks interval seen in an integrated care setting.
As shown in Table 5 , there were variations in the responses among participants regarding the frequency of communication with the co-located mental health provider in their practice (i.e., How often does the referring PCP initiate written/oral communication with the co-located mental health provider prior to a patient's first co-located mental health visit?) There was a greater level of variability in responses when it pertained to the frequency of acknowledgement of appointments kept by referred patients. Majority of participants reported that 81-100 % of the time, the co-located mental health provider clarified diagnosis and recommended treatment plans for referred patients, and provided adequate responses to referral questions. Pertaining patient care, most participants (90.9 %) noted that the co-located mental health provider very often creates individualized care plans for patients referred for behavioral health problems. Nearly two-thirds of the participants reported that there was some sharing, but mostly the mental health provider takes responsibility for implementing and following-up on the individualized care plan. The participants did not take full responsibility, or most of the responsibility relative to implementing and follow-up of the individualized care plan created by the mental health specialist.
Overall, more than half (54.5 %) of the participants were moderately satisfied with the level of integration, and access to behavioral health services at their integrated care sites. Sixty-four percent of participants were moderately satisfied with the existing services at their sites. This survey revealed very low levels of dissatisfaction with the level of integration, existing services, and access to behavioral health services among the participants. 1 = strongly disagree, 2 = disagree, 3 = neither disagree nor agree, 4 = Agree, 5 = strongly agree Consultation between medical and behavioral health staff is helpful to our patients 5.00 0.69 27 3-5
Feedback supplied by behavioral health staff regarding patients is adequate 4.00 0.81 27 2-5
Bivariate Analysis
Of the total patient respondents, 30 were from integration sites and 15 from reverse integration sites. There were no significant demographical differences among gender, education level, or age between patients in each group site. There were statistically significant differences between patients' health insurance status and race between sites. All the participants had comparable results between both group sites for most questions, with little to no difference in satisfaction level, except for preference on receiving mental health services at the location where medical care is received. Participants at integration sites had a higher preference for receiving mental health services at the location they receive medical care compared to participants from reverse integration sites (P = 0.029; Table 6 ).
Discussion
In this study we hypothesized positive perceptions and high acceptability with the Integrated Care Practice Change and Quality Improvement Initiative among patients, support staff, and providers. We also hypothesized that there was no difference in the perceptions/satisfaction of patients, providers and staff in integration of behavioral health into primary care settings, and reverse integration settings. To support our hypothesis, this study found that patients, support staff, and providers reported positive experiences with the overall integrated care program. It revealed that the concept of integration of care was welcomed in both primary care and mental health settings. Our findings provide further evidence that this model of care can be implemented in community health centers, Federally After a patient is seen by a co-located mental health provider, how often is an individualized care plan created for the patient? -1 (9.1) -1 (9.1) 9 (81.8)
The following preceding question/statements were used for treatment patterns, clinical algorithm/best practices, and patient care constructs: (1) Treatment Patterns: For those patients whom you believe to have a clinically relevant psychiatric diagnosis, what percentage do you; (2) Clinical Algorithms/Best Practices: When a patient presents with symptoms, physicians in our practice use a published, evidence-based diagnostic tool for; (3) Patient Care: question pertain to those patients for whom you refer to the co-located mental health provider Qualified Health Centers, and other underserved communities. Similar to recent research (Laderman and Mate 2014; Funderburk et al. 2010) , our findings support a trend towards higher patient satisfaction and acceptability with integrated care services they received in their clinics. The providers and supporting staff also showed high levels of acceptability to integrate behavioral and primary health care into community health settings. The supporting staff expressed high levels of comfort being the first-line response for people with mental health disorders, substance use disorders, and/or psychosocial issues. This perception is consistent with previous supporting staff survey (Urada et al. 2012) where they rated their own comfort as being first-line responder of mental health and substance use issues very highly. These supporting staff expressed their satisfaction with access to behavioral health staff and perceived highly, that the integrated behavioral health model increases ease of access to behavioral health services for patients.
While we recognize the difficulties of navigating the health care system, professionals in both the physical and behavioral health fields have affirmed the benefit of having an informed companion help patients with this challenge, and Medicaid programs are exploring opportunities to use a new cadre of ''navigators'' to serve in this role (Nardone et al. 2014) . Our results support the adapting of innovative integrated care models such as those used in the ICPCQI, by other health systems. These cost-effective innovative care models incorporate interventions like group psychoeducational therapy, automated screening kiosks, and the use of a navigator workforce (relaxation and wellness experts, licensed clinical social workers, licensed professional counselors, and certified peer specialists).
Regarding treatment patterns for patients seen in primary care settings who were believed to have clinically relevant psychiatric diagnoses, our findings revealed that providers either managed by themselves, referred for help to the co-located provider, or to a specialty mental health provider located outside, and were less likely to wait without intervening. Our results are similar to prior studies that PCPs are particularly likely to refer patients to mental health specialists when symptoms are severe (Steele et al. 2010) , and primary-care pediatricians practicing in clinics with onsite psychiatrists or other mental health specialists were more likely to request psychiatric consultation compared with those without on-site psychiatric services (Cerimele et al. 2012) . However, the primary care providers in co-located settings seemed to have moderate levels of comfort relative to managing/treating psychiatric illnesses.
A previous study revealed that for the third of patients who receive BH care in the primary care sector, treatment for only 1 in 9 is evidence-based (Manderscheid and Kathol 2014) . Most providers in the ICPCQI reported that they used published, evidence-based diagnostic tools when a patients presents with symptoms of depression. However, our results suggest that the providers were less likely to use evidence based clinical algorithms in diagnosing Anxiety disorder, Bipolar disorder, and Substance abuse. Further, providers were least likely to utilize evidence-based diagnostic tools in diagnosing ADHD/ADD. A previous study found that although PCPs are assuming a greater role in the management of ADHD, there continues to be a substantial gap between existing need and the capacity to provide ADHD services in the context of primary care practice (Power et al. 2008) . Our results agree with the previous findings (Power et al. 2008 ) thus suggesting the need for additional training of primary care providers on ADHD diagnosis and increased collaboration with the co-located psychiatrist in order to close this gap.
Our findings highlight the duration of time between PCP referral and a patient's first mental health visit with a colocated mental health provider located inside the primary care practice versus outside of the primary care practice. It was not surprising that the interval between PCP referral and visit to the co-located mental health specialist was relatively shorter than referrals to an external mental health provider. This further reinforces the benefits of the co-located integrated care model where the psychiatrist/mental health specialist is on site at the primary-care clinic and often available for same say consultation (Cerimele et al. 2012) . Another element of the provider survey was communication between the PCP and co-located mental health provider. A majority of the PCPs noted that following a referral and prior to a patient's first co-located mental health visit, 'portions of' or 'the full' medical chart was shared. PCPs indicated that they were significantly less likely to refer a patient and 'not share' or 'share some' information on the medical chart with the co-located mental health provider. Within this study, a majority of the PCPs frequently initiated written communication (referral letter or email) or oral communication (phone call, face-to-face conversation) with the co-located mental health provider prior to a patient's first co-located mental health visit. In addition, the PCPs agreed that the co-located mental health provider frequently clarified diagnosis and recommended treatment plan for referred patients. These findings are an improvement from the findings of one integrated care satisfaction PCP/mental health provider survey (Urada et al. 2012 ) that noted poor communication between the PCP and mental health provider attributable to the tendency for the PCP to ask the mental health provider for information but not provide information to the mental health provider.
Although the majority of PCPs reported that they were not at all knowledgeable on individualized care plans created for patients who are referred to specialty mental health providers outside their office, the PCPs had good knowledge on the individualized care plans for patients seen by the a co-located mental health provider. In addition, PCPs noted that co-located mental health provider very often created an individualized care plan for referred patients. Similarly, when it came to taking responsibility for implementing the individualized care plan, the PCPs indicated some sharing but mostly the mental health provider takes responsibility. Pertaining to appropriateness of care, the PCPs appear to be very comfortable with managing patients with depression. Majority of PCPs reported the implementation of established screening and/or diagnosis tools, proper referral and/or treatment protocols, adequate sharing of information between providers, and appropriate follow-up for patients presenting with Depression. Despite practicing in an integrated setting with an embedded psychiatrist, PCPs felt least confident when it came to managing ADHD/ADD, which is consistent with findings from a prior study (Power et al. 2008) .
Conclusion
The combination of high prevalence of co-occurring mental illness among individuals with chronic medical disease, high cost and adverse impact of uncoordinated fragmented care, with high levels of satisfaction and acceptability with this ICQPCI among patients, staffs and providers makes integration of physical and behavioral health a top priority in the health care delivery system. Given the implementation of the Affordable Care Act (ACA), and potential influx of more individuals with chronic diseases and co morbid mental illness, integrated behavioral health models offers a great platform for quality care that that improves health outcomes and reduces costs. In light of the data that indicate sub-optimal competencies and low confidence among PCPs in regard to use of evidence-based diagnostic tools/clinical algorithms and treating mental health diagnoses, efforts to increase PCP's training on these tools, and effective collaborations and partnerships between PCPs and mental health providers are needed.
The indication of high levels of satisfaction and acceptability of integration of physical health and behavioral health care especially in community settings is a proxy to the state of readiness of communities to adopt and expand integrated care. This data encourages the extension and propagation of innovative models of integrated care which incorporates navigators, behavioral health clinicians, and licensed professional counselors into rural community health centers to help address existing rural/urban associated disparities in integrated care implementation (Miller et al. 2014 ).
Limitations of this Study
Some limitations of this survey need to be considered. There were variations in the timing and procedures used to collect data from different groups of participants. Our response rate for the patient satisfaction survey was 15.7 %. Although lower than that found in other research using similar methodology (Shih and Fan 2009) , the response rate can be attributed to the fact that one of our sites was a homeless clinic and had challenges collecting data from these transit patients. This survey used a convenient sampling methodological approach and a relatively small sample size thus making the generalizability of the findings questionable. In addition, the limited range of the scales used in the patient and supporting staff survey instruments (1-5), may contribute to variability. Furthermore, the integrated care sites served a broad range of psychiatric disorders, however, at the time of the study we did not capture in detail the number and spectrum of psychiatric disorders presented by the patients served at these sites. This is a limitation to generalizing the findings of the study because primary care staff acceptance and satisfaction in working with patients with co-occurring medical and psychiatric disorders may be dependent on the range and severity of the mental disorders presented by the patients. These limitations should not be ignored when considering the generalizability of the study. The comparison of perceptions of the ICPCQI in the integration versus reverse integration sites considered only patients views. This exclusion was due to very small sample sizes, and few to no participant support staff and providers from the reverse integration sites. Although requests for participation were sent to all partnering ICPCQI sites, support staff and providers were not sampled at the mental health community health centers. This survey is a snap shot representation of the participants' perception of the ICQPCI and voids the ability to assess for changes in the levels of satisfaction or and acceptability of the ICQPCI. Future studies should compare pre/post survey data to determine changes in patients', providers', and support staffs' perceptions, and also compare participants in an integrated care setting versus non-integrated.
